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A 30-Year Follow-Up Study 


Lee N. Robins* 


Introduction 


The effect the mental health movement has had on our 
attitudes toward the juvenile delinquent might be summarized 
as a change from the goal of Gilbert and Sullivan’s Mikado 
of making “the punishment fit the crime” to the goal of 
making “‘the punishment fit the criminal.” We aim not at 
retribution for the crime against society, but at some sort of 
therapy precisely tailored to the needs of the particular culprit 
which will so change him that he no longer desires to act in 
an anti-social fashion. 

So ambitious a goal requires a complex fund of knowledge 
about the causes of anti-social behavior, if we are interested 
in the prevention of juvenile delinquency, and about therapies 
which may hope to alter established problem behavior. The 
years since the mental hygiene movement has brought these 
changes in our attitudes have seen a growing body of research 
into both causes of juvenile delinquency and methods of treat- 
ment. Research into the causes of delinquency has shown that 
poverty,! criminal associations,2 separation from parents,3 
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living in racially mixed and rooming house neighborhoods,* 
poor interpersonal family relations and certain personality 
traits? distinguish offenders from non-offenders and recidivist 
offenders from non-recidivist offenders. Research in therapy 
has produced less in terms of substantial correlations, prob- 
ably because the follow-up studies necessary to evaluate 
therapy are more expensive and time-consuming than record 
research or retrospective evaluation of the early history of 
incarcerated delinquents. The few evaluations of therapy that 
have been attempted have been discouraging.® 

Although the growing fund of information about juvenile 
delinquency is impressive, and the number of variables found 
to correlate with delinquency are many, there is a striking 
absence of research into psychiatric disease as a possible factor 
in the genesis of delinquency, the careers of delinquents, and 
their susceptibility to various therapies. There are several 
hints in findings available which suggest that psychiatric dis- 
ease may be an important factor in delinquency. The Gluecks,’ 
for instance, report differences in the Rohrschach findings in 
delinquent and non-delinquent boys, and also differences in 
personality variables as perceived in psychiatric interview. 
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Hathaway and Monachesi® report differences in MMPI 
scores between delinquents and non-delinquents and between 
delinquents who were successful on parole and those who were 
not. Bronner? reports that children with “mental or per- 
sonality abnormality” had unfavorable careers despite treat- 
ment at the Judge Baker Clinic. None of these studies, how- 
ever, attempts to make a psychiatric diagnosis of the delinquent 
child. The McCords?° report differences in therapeutic success 
with children having various psychiatric diagnoses, but their 
cases In any particular diagnostic group are few, and their 
measures of success are psychological test scores rather than 
any objective measure of adjustment to the outside world. 
Apart from the suggestions found in the research of others, 
there are ample reasons for supposing that psychiatric disease 
must play an important role in determining whether a delin- 
quent will become a recidivist, and whether he will respond 
to therapy. The disease, sociopathic personality,!! for instance, 
which is most frequently observed as a disease of young adult- 
hood, is characterized by a propensity for becoming involved 
in conflicts with the law, particularly through belligerency, 
thefts, excessive alcohol intake, vagrancy, and irresponsibility 
toward spouse and children. If the juvenile delinquent is a 
young sociopath, obviously his chances of being a recidivist 
should be very high. The sociopathic personality, as well as 
individuals with other psychiatric diseases, particularly alco- 
holism and schizophrenia, has a very poor prognosis in therapy 
when adult. Treatment by drugs, shock, psychoanalysis, and 
psychotherapy have all been singularly unsuccessful with these 
psychiatric categories. If the juvenile delinquents who are 
subjected either to traditional reformatory experience, to 
mental hospitalization, or to the new milieu therapies are 
children who are showing early symptoms of these treatment- 
resistant diseases, it should probably be expected that the 
therapy will fail. If therapies are compared without control- 
ling the rate of representation of these various psychiatric 
diseases, apparent differences in the success of diverse thera- 
peutic methods may actually be differences in the proportion 
of patients whose psychiatric diseases are Jargely untreatable 
by present methods. The reformatory, for instance, which has 
been called ‘a training school in crime,’ may turn out a high 
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rate of children who go on to become adult criminals!? not 
because the reformatory’s punitiveness engenders crime but 
because a high proportion of young sociopaths are selected for 
the reformatory by the fact that they are too difficult to 
handle in any other setting. 43 


The Study** 


To point to the need for investigating the relation of 
psychiatric diagnosis to juvenile delinquency is not to imply 
that this is a simple task that has somehow been overlooked. 
Making a psychiatric diagnosis in children is intrinsically a 
difficult technical problem, aspects of which are still unsolved. 
The difficulties involved result from the special characteristics 
of psychiatric diseases. Since relatively few psychiatric diseases 
are accompanied by physical signs, they cannot be diagnosed 
by laboratory tests or physical examination. Since, in addition, 
specific etiological factors are rarely known, the occurrence 
of any particular experience, kind of life situation, or the 
presence of hereditary factors cannot be used to prove the 
presence of a particular disease. In most cases, the sole diag- 
nostic tools are the symptoms of the patient and a knowledge 
of the course of the illness. In children, the diagnosis has to be 
formulated on the basis of a partially developed syndrome, in 
which the symptoms may be incompletely exhibited and the 
typical course of the disease has not yet shown itself. Because 
of these difficulties, there have so far been few descriptive 
studies of the psychiatric diseases of children. Consequently, 
even the diagnostic criteria available have been less carefully 
worked out for children than for adults. 

In the present paper, an approach will be taken which 
circumvents some of the methodological difficulties inherent in 
making psychiatric diagnoses in children with anti-social 
behavior problems. Since psychiatric diagnoses can be better 
made in adults than in children, children with anti-social 
behavior will be followed into adulthood and then diagnosed 
after the full pattern of their psychiatric diseases has had 
time to unfold. Making a diagnosis in adults who had a 
history of childhood behavior problems is by no means a com- 
pletely satisfactory solution to the problems of diagnosing 
children. For instance, the relation of the diagnosis to 
recidivism cannot be studied. Since the presence or absence 
of adult criminality is a factor in making the diagnosis, using 
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the diagnosis to explain criminality would be to argue cir- 
cularly. Making a diagnosis in adults is, nevertheless, useful, 
since it permits searching descriptions of the childhood prob- 
lems for uniformities within diagnostic categories, uniformities 
which may become criteria for recognizing the psychiatric 
syndromes in their early stages. When such criteria become 
available, psychiatric diagnosis in childhood can be used as a 
predictor of delinquency, of recidivism, and of amenability 
to therapy. As a result, a more discriminating application of 
therapeutic techniques should be possible, with a consequent 
higher rate of therapeutic success. 

In this paper, the adult psychiatric status of male patients 
who were runaways as children will be investigated and com- 
pared with the adult psychiatric status of male patients with 
other kinds of childhood behavior problems and with that of 
normal male control subjects. ‘Running away” was chosen as 
the behavior problem to study because it promised to select a 
group with a serious degree of anti-social behavior in child- 
hood. Nye and Short, in developing their delinquency scale,15 
found that “running away” was the problem which formed the 
cutting point for separating a population of high school boys 
from a training school population. It was the first item on 
their delinquency scale which did not occur in at least 10% 
of the high school sample. It did, however, occur in 61% of 
the training school sample. Therefore, ‘running away’ ap- 
peared to be a childhood behavior problem highly related to 
serious delinquent behavior in boys. 

At the present time, the author, in cooperation with a 
psychiatrist, is engaged in a follow-up study of a consecutive 
series of patients seen at a child guidance clinic between the 
years 1924 and 1929. The patients are being located and 
interviewed approximately 30 years after their initial referral 
to the clinic. Part of the standardized interview is a careful 
review of psychiatric history and symptomatology, which in 
most cases permits a specific psychiatric diagnosis to be made 
by the psychiatrist or permits the diagnosis of “psychiatrically 
normal.’ Included as subjects are all those patients referred 
within the years specified who had an I.Q. of 80 or better (by 
Stanford-Binet), were of Caucasian race, and were under age 
18 at the time of referral. There are 524 such patients, of 
whom 380 are male. At the present time, 179 male patients 
have been interviewed. In addition, a group of 100 control 
subjects (70 of whom are male), selected from the records 
of the St. Louis public schools, matched with the patient 
subjects for age, sex, I.Q., race, and neighborhood, are also 
being interviewed and a psychiatric diagnosis made in the same 
manner. At the present time, 46 male control subjects have 
been interviewed. For purposes of this paper, all interviewed 
male patients whose clinic record mentioned running away 
from home (defined as staying away without permission at 
least over night) will be studied in terms of their current 
diagnosis and compared with male control subjects and with 
male patients who did not have the problem of running away. 
It will be pointed out that the way in which their running 
away was handled by the courts shows some relation to their 
adult diagnosis. A review of the description of their runaway 
escapades will suggest that there may be certain signs in 
childhood useful in predicting future psychiatric diagnosis. 
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Results 


Among the 179 male patients interviewed, 56 (31%) had 
a history of running away from home. Since Nye and Short 
found running away a rare phenomenon among high school 
students, but frequent among training school boys, we ex- 
pected that runaways would have a high rate of delinquency. 
In our group, 75% had appeared before a juvenile court; 
45% had been to a reformatory. 

The runaway boys turned out to have a high rate of 
psychiatric illness as adults, compared both with the normal 
control subjects and with male patients who did not run 
away as children (Table 1). Since, however, the runaways 
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Psychiatric Diagnosis 


No Misease 


Sociopathic 
Personality 


Psychosis 
Neurotic 


Alcoholic 


Undiagnosed 


x? of difference between these two figures = 14.0, p<{.001. 


+ x@ of difference between these two figures « 14.1, p Y_.001. 


were known to have a higher incidence of delinquency than 
other patients or control subjects, the question arises as to 
whether their high rate of psychiatric disease is related to their 
particular behavior problem—running away—or only to their 
high rate of delinquency. Among both runaways and non- 
runaways, delinquency and reformatory experience were 
found to be highly correlated with adult psychiatric illness 
(Table 2). Although the high rate of psychiatric disease in 


Table 2 
Relation of Patients’ Juvenile Offense 
to Psychiatric Diagnosis 


Reformator: Delinquent, < 
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Undiagnosed 


@ x2 of differcnee between these two figures = 4.05, p. &.05; for total delinquents, 
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runaways can, therefore, be largely accounted for by their 
higher rate of delinquency and reformatory experience, run- 
aways exceeded non-runaways in their rate of psychiatric 
disease within each category of juvenile offenses. Running 
away appears to be predictive of later psychiatric disease even 
when the high rate of delinquency and reformatory experience 
among runaways is taken into account. 

A single diagnostic category, “sociopathic personality,” 
accounts for the difference in the rate of psychiatric disease 
between the runaway males and other male patients. This 
disease occurs much more frequently in reformatory graduates 
than in the remainder of the patients, among both runaways 
and non-runaways. 

Kanner,!¢ in describing the psychiatric diseases of runaways, 
includes psychopathic (sociopathic) personality, schizophrenia, 
epilepsy, paresis, mental deficiency, and hysteria. He seems to 
feel, however, that a large proportion of runaway children 
have no psychiatric disease. In limiting our patient group to 
those with an I.Q. of 80 or over, we have eliminated the 
mental deficients. The runaways in our study fell into all 
other diagnostic categories he mentioned, with the excep- 
tion of epilepsy. However, our rate of runaways without 
psychiatric disease was small. It is posstble that runaways 
referred to a child guidance clinic have a higher rate of 
psychiatric disease than would be found in a total population 
of runaways. 

A review of the ways in which the boys who ran away were 
handled shows that the running away of 23% was never 
reported to the police (Table 3). Thirty-one percent had the 


Table 3 


How Running Away Handled 
vs. Diagnostic Groups 


Un- 
hug 506 SOp 5Of bar 


No Prosecution 


Prosecuted 


Probation 


Placement. 


Reformatory 


* 2 (ueing the Yates correction) of the difference betwen these two figures = 42h, 
pm.os. 


episode reported to the police, but were never prosecuted. In 
most of these cases, the boy was merely reported missing and 
never had any direct contact with the police. Forty-six percent 
of the runaway boys were seen in juvenile court on charges 
of running away or incorrigibility. This includes 9% who 
were put on probation only, 5% sent to foster homes, 5% 
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sent to mental hospitals, and 27% sent to reformatories.!7 

When the way the running away was handled is related to 
the psychiatric diagnosis, it is found that those diagnosed “‘no 
disease” had the lowest rate of prosecution for their running 
away, and the sociopaths had the highest rate of prosecution. 
Since the diagnosis was made long after the running away 
occurred, the question cannot be answered as to whether the 
psychiatric illness or the method of handling came first. If 
the psychiatric illness came first, psychiatrically ill runaways 
may have received more official attention because they ap- 
peared more disturbed. If the method of handling came first, 
undergoing reformatory or other deleterious treatment may 
have been a factor in the development of the psychiatric dis- 
ease. This question is complicated by the fact that the run- 
aways had a high rate of delinquencies for other offenses, as 
well as for running away. Of those whose running away was 
not reported to the police, or not prosecuted if reported, 60% 
were prosecuted for other crimes, chiefly larceny, and 23% 
served reformatory sentences for other crimes. Therefore, 
even those whose running away had little official attention 
had considerable exposure to the courts on other counts. 

An interesting finding about the relation of psychiatric 
diagnosis to the court handling of these children is the high 
rate of reformatory experience among children who were 
diagnosed psychotic as adults. Of the nine so diagnosed four 
had been in a reformatory, one as a runaway and three for 
larceny. More of the young psychotics went to a reformatory 
than went to a mental hospital, and two went both to a 
reformatory and a mental hospital. Their high rate of re- 
formatory experience probably resulted from their inability 
to make a successful adjustment to any of the prior arrange- 
ments tried for them and from the fact that they did not 
then show a pattern of symptoms that permitted a diagnosis 
of childhood psychosis, a diagnosis that would have suggested 
institutionalization in a hospital rather than in a reformatory. 
‘The two who went both to a reformatory and a hospital were 
sent first to the reformatory. Their psychosis was not recog- 
nized in their early adolescence. 

‘The disposition of the runaway turned out to be roughly 
related to later diagnosis, with sociopaths ending in reforma- 
tories, psychotics ending either in a mental hospital or 
reformatory, and normal and neurotic patients receiving little 
official attention. The difference in handling these groups 
probably did not refiect any perception of them as different 
by the officers in charge, but rather resulted from a sifting 
process, in which first offenses are treated leniently and 
punishment becomes more stringent as the offenses become 
more flagrant. The failure of the sociopaths to respond to 
warning, probation, or placement probably accounts for sc 
many of them ending in the reformatory. Failure to learn by 
experience is considered one of the characteristic features of 
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this psychiatric syndrome. We may ask, however, whether it 
might have been possible to predict the psychiatric outcome 
of these children at the time of their running away, before 
they were tried in various kinds of punitive or therapeutic 
situations. 

A survey of the descriptions of the episodes of running 
away yields some interesting suggestions about differences, 
although there are too few cases within each diagnostic group 
and too much variety in the motivation of the running away 
to permit statistical treatment. 

Among the children later diagnosed “sociopathic personal- 
ities,’ the running away in several cases seemed a response to 
a desire for a spree or adventure. The children went with 
friends on trips or to the home of a doting relative or to hang 
around army camps. In other cases, the running away was a 
protest against restrictions of their freedom at home. These 
children ran away because they did not wish to contribute any 
of their wages to the family income, or because the family 
would not permit their keeping late hours. Others responded 
to criticism and punishment by running away. In only one 
case among the sociopaths, did the boy run away to avoid 
threatened punishment. The running away was rather a 
protest over treatment already administered. In two cases, 
when asked for reasons for running away, the boys told stories 
of fantastic parental neglect and abuse, stories apparently not 
based on fact. 

In those children later diagnosed as psychotic, the running 
away seemed neither a protest nor a spree. In several cases, it 
appeared curiously unrelated to any external events. The 
child apparently wandered off without reason or destination 
and continued wandering until returned by the police. In one 
of the psychotic children, this pattern continued for many years 
with 15 to 20 arrests before the child was finally hospitalized. 
In other cases, the psychotic child seemed to be responding to 
external events, but to events that would not be expected to 
create so dramatic a reaction; e.g., one ran away because there 
was talk about germs at home, another because his mother 
asked him to bring in coal. 

Among those children who turned out to be psychiatrically 
normal as adults, the chief reasons for running away seemed 
to be to escape punishment or to return to his parents from a 
foster home. In one case, the child ran away to play with some 
friends of bad reputation whose company had been forbidden 
him. 


Discussion 


A follow-up study of boys who were runaways is presented 
as an illustration of the ways in which a psychiatric diagnosis 
made 30 years after these children were seen in a child guid- 
ance clinic can be used in lieu of adequate psychiatric diagnosis 
in childhood. It also suggests ways in which adult diagnosis 
can retrospectively suggest criteria for improving diagnosis in 
childhood. 

Running away was found to occur largely among juvenile 
delinquents, and particularly among those who end in a 
reformatory. Runaways were found to have a high rate of 
psychiatric disease as adults compared with other child guid- 
ance clinic patients and with normal boys. Boys in whom 
running away is a problem, particularly those who also have 
other delinquencies, such as larceny, who run away for the 
sake of adventure or out of resentment of treatment at home, 
and who end in a reformatory, were found to have a high 
probability of fitting the diagnosis of sociopathic personality 
as adults. Unanswered at this point is the question as to 
whether the reformatory experience is a factor in initiating 
their psychiatric disease or whether the reformatory simply 
receives a high proportion of the boys with this disease. Since 
the act of running away, which predates entrance into the 
reformatory, appears to follow different patterns for the 
various diagnostic groups, it seems probable, however, that 
the psychiatric disease, or a predisposition to that disease, 
predated the method of handling. 

The high rate of boys diagnosed ‘‘sociopathic personality” 
in the reformatory group appears consistent with the personal- 
ity findings of the Gluecks and of Hathaway and Monachesi. 
Both used reformatory samples, in whom the Gluecks found 
a high incidence of defiance, adventurousness, destructiveness, 
and social assertion and in whom Hathaway and Monachesi 
found high scores on the “Psychopathic Deviant” scale of 
the MMPI. 

Since children with different psychiatric diagnoses as adults 
were, in fact, handled in different ways by the authorities, 
our supposition that the psychiatric diagnoses are by no means 
randomly distributed among populations experiencing various 
therapeutic programs is supported. Reformatories probably 
still receive a disproportionate share of sociopathic and psy- 
chotic children. This finding reaffirms our conviction that 
different techniques of therapy with delinquents cannot be 
adequately compared without controlling the psychiatric 
populations they are called upon to treat. 


